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 This was a revisit for the Federal hospice 

recertification survey completed on September 

14-18, and 22-24, 2015.

Survey Date:  December 31, 2015

Facility #:  004283

Medicaid #:  200523940

During this survey, 5 conditions of participation 

and 21 standard level deficiencies were 

corrected.  Great Lakes Hospice is in compliance 

with the Conditions of Participation 42 CFR Part 

418, and IC 16-25-3.
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